SUMMARY
We described a 47-year-old man with a noninflammatory bilateral corneal ectasia. Superior thinning was present between 11 and 2 hours, with a localized steep area coincident to the thinning. An edge of apparently non-affected cornea was observed adjacent to the limbos. No deposits, stress lines or deep neovascularization was observed. This case does not match classic descrip tions such as keratoconus or pellucid marginal degeneration. Differential diagnosis among noninflammatory ectasia are discussed, focusing in the same pathology theory. Corneal thinning can be divided into two basic groups: inflammatory and noninflammatory pathologies. Among the latter are described keratoconus (KC), pellucid marginal degeneration (PMD), keratoglobus, keratotorus and posterior keratoconus. N oninflammatory corneal thinnings have slow progression, and are nor mally diagnosed because of decreased visual acuity caused by an induced re fractive error.
The authors report a patient with corneal thinning and ectasia, that asso ciate clinicai findings among several noninflammatory corneal ectasia.
CASE REPORT
A 4 7-year-old, white, Brazilian man, complaining of progressive de crease in visual acuity since two years ago. The patient had been wearing rigid contact lenses for approximately one year. Uncorrected visual acuity was 20/200 in both eyes, spectacle-corrected visual acuity was 20/60 and 20/40 (OD -20.00 sph, and OS -16.75 sph + 1.00 cyl @ 140°). Keratometric mires were irregular in both eyes and measured 36.00 (15 º ) x 54.00 (105 º ) in OD, and 37.00 (160°) x 47.00 (70°) in OS. Visual acuity with rigid contact lenses was 20/25 OU. Axial length was 23.35 mm in OD and 23.47 mm in OS.
At the slit-lamp, the comeas pre sented a superior micropannus and su perior thinning between 11 and 2 hours, with a localized steep area co incident to the thinning (fig la and  2a ). An edge of apparently non-af fected comea was observed adj acent to the limbus. No deposits, Descemet folds or deep neovascularization was observed. Focal ruptures and fleckline scars were observed in Bowman's layer. Ultrasonic pachometry of the superior third of the cornea was OD 0.363 mm and OS 0.409 mm. At all other areas, corneal thickness ranged from 0.525 to 0.618 mm.
Computer-assisted videokerato-graphy (Corneal Analysis System, EyeSys ® Technologies, Houston, TX) presented a superior steep area in both eyes with corneal curvature of ap proximately 70.00 D within 3 mm from the limbus. There was a compen satory flat region inferior to this pro truded area (Fig 1 c and 2c ) , leading to an against-the-rule astigmatism at the central comea ( Fig. 1 b and 2b ) . This case mixes patterns. lt re sembles KC and PMD because of the patient's age (40 years), and because it is bilateral.
lt is not a classic KC because even with the protrusion being coincident to the thin comea, the disease is local ized superiorly, and there is not a characteristic cone nor stress lines or iron deposits.
The presence of a non-affected cor neal edge at the limbus could be con sidered for the PMD diagnosis. Al though its superior localization is still considered unusual, it has been de scribed 1 • Terrien' s marginal degeneration should be mentioned in differential diagnosis, regarding the fact that the cornea is clear at the thinning area without lipid deposition.
The denomination of pathologies that course with corneal thinning un der a unique name has been proposed based on anatomic and pathological evidences 2 • Keratoconus and PMD present common histopathological findings of total or partia! absence of Bowman's membrane as well as stro mal thinning and disorganization 3 . A clinicai report of 17 patients with PMD and central KC in the sarne eye 4 corroborates to the same-pathology theory.
The authors believe this is a case of a superior peripheral ectatic corneal pathology that can be diagnosed either as an atypical forrn of keratoconus or a pellucid marginal degeneration.
